Background
Gambling disorder is an addictive disorder known to be associated with a high degree of severe financial consequences, psychological suffering, and increased risk of suicide. 1 Problem gambling is known to have a past-year prevalence of 2.3 percent of the population across countries, with past-year prevalence rates ranging from 0.5 to 7.6 percent. 2 The reported population prevalence of the actual diagnosis is approximately 0.5 percent. Despite severe consequences, many individuals suffering from a gambling disorder have been reported to abstain from seeking treatment. Previous literature has focused on barriers to treatment perceived by gamblers, [3] [4] [5] and many people with a gambling disorder may receive treatment for comorbid psychiatric conditions instead of the actual gambling condition. 6 It is also known that the way problem gamblers seek help may differ markedly from each other, and that help-seeking for problem gambling may take place in several different settings. It is important to note that help-seeking has been shown to involve different types of contact, not typically perceived as professional treatment. 7 Consequently, treatment options for a gambling disorder include both professional interventions within formal treatment systems, as well as peer support interventions. 8, 9 While formal treatment seeking is low, it also has been reported that self-recovery without peer support or formal treatment may be relatively common, indicating that the natural course in gambling disorder may be variable. 10 Apart from structured gambling treatment offered by professional treatment providers, peer support organizations have played a significant role in providing support for people seeking help for a gambling disorder. This includes the widespread concept of the twelvestep-oriented Gamblers Anonymous (GA) movement. 11, 12 In the present setting, these peer support interventions are typically provided as group therapy, although face-to-face interventions also occur. A non-ideological organization ('Society of Gambling Addicts'), separated from the twelve-step movement, provides peer support in the group or individual format, but shares the characteristics of the GA groups as providing non-formal support rather than formal treatment. 13 The widening of treatment options for problem gambling may include the health care system outside specialized addiction psychiatry treatment. Although primary care traditionally may not be seen as a likely arena for gambling disorder treatment, it has been suggested that general practitioner facilities may serve as a viable option for patients suffering from this condition. 14 It has also been suggested that this setting may be appropriate for both screening and treatment for problem gambling. [15] [16] [17] Also, in some settings, psycho-therapeutic interventions for gambling disorderand for other addictive conditionsin many cases are provided by the social services, rather than within the mental health sector. One example is the setting where the present study was conducted, Sweden, where the responsibility for therapeutic treatment for the present condition is divided between social services and the medical system. 18, 19 Thus, there is a remaining research gap with respect to how trajectories from problem gambling to an actual treatment intervention can be facilitated. Furthermore, barriers to existing treatment for gambling disorder are only partially understood. Therefore, in a general population survey originally addressing gambling behaviours and a number of potentially gambling-related health issues, the present study aimed to examine how the idea of seeking help for problem gambling is understood by the general population. This was expressed as the type of help an individual would hypothetically recommend to a friend experiencing problem gambling. Also, the study aimed to examine potential differences in characteristics of individuals recommending a professional treatment intervention, as compared to those favouring the advice to seek nonprofessional peer support.
Methods

Study Procedure
The present study was designed as a web survey, aiming to address a sample derived from the general population and with a representative distribution across gender and age groups. Respondents were recruited through an existing database of potential respondents belonging to the web panel of the market survey company Userneeds, a company operating in several European countries, and which recruits web panel members for market surveys and similar assessments (https://userneeds.com/en/). The same type of web panel recruitment previously has been used for other research related to gambling. 20 Here, data was collected during seven days in April, 2019.
The study was approved by the ethics board of Sweden (file number 2019/01830). Informed consent was provided electronically, such that after recruitment and information about the study, a web panel participant was able to enter the survey online in case of providing informed consent.
Setting
The survey was carried out in Sweden, a country where formal responsibilities for the provision of gambling disorder treatment was formalized in new legislation commencing January 1, 2018. It was established that both the health-care system of the regions, as well as the social services of the municipalities, are responsible for the assessment and treatment of this condition, making the provision of gambling disorder treatment regulated in the same way as for substance use disorders. For addiction Håkansson and treatment overall, the split responsibility between health care and social services, organizationally separate, is well established in the present setting, although debated. Apart from interventions related only to practical social support, provided by the social services, and pharmaceutical treatment, provided exclusively by the health care sector, several treatment interventions can be provided by either the health care system or the social services, or both. 18 Social services, i.e. the social authorities of the town/municipality, provide services which may include the provision of formal psychological or psycho-social treatment or referral to such treatment, or more informal support. 18 Psychiatry/ addiction treatment refers to specialized medical interventions in these disciplines, 21 in contrast to the primary care system (general practitioner system) responsible for a wide range of mainly physical conditions but also psychiatric and addictive disorders typically perceived as less severe than those treated in specialized units. Primary care, however, has been highlighted as a setting for screening and treatment of addictive disorders, including problem gambling. 22 Occupational health care in the present settings refers to primary care but provided specifically by units linked to the work place. For all treatment options, addiction treatment in the present setting is typically provided as face-to-face treatment, either individually or in a group format. Several types of psycho-therapeutic interventions could theoretically be provided either by social services or by any of the health care options, depending on local conditions. 18 Conversely, within the health care sector, addiction/psychiatry can be considered a setting typically reserved for more severe conditions than the primary care or occupational health care systems. The overall treatment uptake in Sweden for gambling disorder has been low, likely due to the lack of formal regulations of treatment for this condition prior to January, 2018. Where professional treatment has been provided, it mainly has involved cognitive-behavioural treatment, 21 and clinical research in the setting has involved motivational and cognitive-behavioural interventions provided face to face 23 or online. 24 Aside from the formal treatment system, Sweden has a number of peer support groups, including both a GA movement and other peer support organizations. Also, a national free-of-charge helpline for problem gambling has been available during the last decade, providing brief advice to problem gamblers and their concerned significant others, and information about where treatment can be applied for. 19 
Participants
The present study was conducted as an online survey addressing participants of the web panel of a market survey company, with the intention to reach a sample of around 2000 people with a distribution of gender and age groups corresponding to the general population. The recruitment of new respondents was halted when the total number of complete answers was around 2,000. A total of 2,045 individuals completed the survey and were included in the study (55 percent women, 45 percent men, and another three respondents identified as transgender, another three individuals preferred not to report their gender). Seven responses were suspected to represent a second submission by the same individual, and were therefore excluded from the analyses, rendering a total sample of 2,038 individuals. Six percent fulfilled the criteria of a lifetime history of problem gambling, and seven percent reported a lifetime history of subjective indebtedness. Twenty-seven percent reported a history of ever having been prescribed a medical or psychological treatment from a physician due to psychological distress.
Measures
In addition to questions addressing a number of potential correlates of problem gambling (data not presented here), a separate aim was to assess respondents' attitudes to gambling disorder treatment. This was addressed with the following item: "If a friend of yours were to develop an addiction to gambling, where would you primarily advise that person to seek help for the gambling addiction?". Possible answers to choose from were the following: "an independent patients organization/peer support organization (such as Gamblers Anonymous, which corresponds to Alcoholics Anonymous, AA, for alcohol)"; "primary care" (expressed with the common Swedish wording for a GP's facility); "occupational health care"; "social services of the municipality/town"; or "psychiatry or addiction health care in the health care system". The question was designed in order to correspondas closely as possibleto a previous study from the same geographical setting, addressing the corresponding research question for alcohol instead of gambling. 25 Although the present paper does not address individuals' own treatment-seeking, co-variates were chosen among variables known to be associated with treatment seeking for problem gambling. The respondents' own degree of problem gambling, or absence thereof, was measured using the NODS-CLiP, an established three-item instrument for the screening for problem gambling, and where the endorsing of at least one item was defined as problem gambling. 26 Age and gender have been reported to correlate with treatment seeking, where treatment seekers have been reported to be older and less likely to be female. 27, 28 In addition, amounts of gambling-related debts and financial difficulties have been reported to predict treatment attendance, as greater gambling debt and gambling-related financial difficulties have been reported to be positively related to treatment initiation. 27, 29 Additionally, alcohol use has been reported to be negatively associated with treatment seeking for problem gambling. 28 The survey included a screening for problematic alcohol use, using the AUDIT-C, 30 as well as questions about a history of past-year illicit drug use. Respondents' own history of other treatment-seeking was addressed with questions about whether the individual had ever sought treatment for psychological distress and whether a physician had ever prescribed treatment (psychological or pharmaceutical) for psychological distress (i.e. not specifically for gambling or any other addictive disorder). Financial situation was assessed through questions about monthly income, and about a history of ever having experienced indebtedness. Among potential definitions of indebtedness, the subjective definition was chosen, 31 in order to assess mainly the individual's own impression of having been in financial difficulties (having been unable to fulfil financial duties).
Statistical Methods
Results were reported as a description of the distribution of answers related to the advice given to a potential friend with a gambling problem. Also, statistical comparisons were made for a number of potential correlates, between those recommending a non-professional, peer support intervention, and those recommending a professional institution for treatment-seeking. These comparisons were made using chi-squared tests. Variables demonstrating a significant association with professional treatment advice were entered in a logistic regression model. Prior to this, variables were examined with respect to possible intercollinearity.
Results
A total of 50 percent of respondents reported that they would primarily advise seeking help in an independent peer-support group, and among those reporting any of the professional treatment modalities, a large majority endorsed the options involving health-care, specifically primary care and psychiatry/addiction medicine. Only three percent reported that they would primarily advise seeking treatment in social authorities (Table 1 ). In the analysis of only individuals who endorsed criteria of problem gambling, the responses differed little from the overall picture. In this sub-group 47 percent chose the peer-support option, whereas the remaining 53 percent chose any of the professional treatment modalities (Table 1) .
Whether or not an individual chose one of the professional treatment options was unrelated to the individual's own problem gambling, indebtedness, past-year illicit drug use, or level of alcohol consumption, gender or income. Those endorsing one of the professional treatment options were, however, significantly younger and significantly more likely to report a history of requiring treatment for psychological distress, and significantly more likely to report having been prescribed such treatment from a physician ( Table 2) .
Due to a high correlation between the variables describing a need to seek treatment for psychological distress and a history of being prescribed treatment (r = 0.69), the variable with the strongest association with a professional treatment advice (having been prescribed treatment) was entered in a logistic regression model along with the age variable. Here, having been prescribed treatment remained significantly associated with professional Among non-problem gamblers (n=1,922), as in the whole dataset, professional treatment advice was significantly associated with younger age, ever having felt a need to seek treatment for psychological distress, and ever receiving a prescription for treatment for psychological distress. In the logistic regression, professional treatment advice was associated with both age (OR 0.89 [0.84-0.95], Wald chisquare [df=1] = 13.61, p <0.001) and marginally associated with a history of ever receiving a prescription for psychological distress (OR 1.21 [0.99-1.49], Wald chi-square [df = 1, n = 951, positive=271, negative=680] = 3.31, p=0.07).
Among problem gamblers (n=116), professional treatment advice was not significantly associated with age, gender, income, substance use, having felt a need for treatment for psychological distress or having been prescribed such treatment. However, respondents recommending a professional treatment modality were significantly more likely to report a history of lifetime indebtedness (p<0.05). As only one variable was associated with the outcome measure, no logistic regression analysis was carried out (Table 3 ).
Discussion
The present study aimed to assess attitudes to treatment seeking for problem gambling in the general population, as this condition is known to be associated with a low degree 
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of treatment-seeking behaviour. A principal finding of the present study was that a very large proportion of the general population primarily reported a non-professional patient organization as the primary treatment option to which they would refer a friend with a hypothetical gambling disorder. Additionally, among professional treatment options, a large majority chose to advise contacting any of the health-care options, rather than the social authorities. Those recommending a professional treatment option were more likely to be people with a history of psychological treatment, and younger individuals. Despite this, another finding is that altogether, few variables described those who gave a professional treatment recommendation. Whether or not individuals have a history of problem gambling themselves may not influence attitudes towards formal treatment seeking, but among problem gamblers, a history of financial difficulties, aimed to describe a higher degree of severity, may make a person more prone to recommend formal treatment rather than peer support.
It has been demonstrated that the general impression of problem gambling in the general population, is that treatment for this condition is necessary. However, somewhat contrary to the findings of the present study, it has been demonstrated that problem gamblers may be less likely to endorse the belief that treatment and total gambling abstinence may be necessary. 32 Thus, based on this finding, a difference between problem gamblers and non-problem gamblers in the present dataset would have been expected, but could not be seen here. However, in the present study, respondents were not given the choice to state that treatment for problem gambling is not necessary, as the wording of the question indicated that the advice provided to a problem gambler would be to go somewhere for help. It was possible, however, to choose a type of help outside the professional treatment system, which was the most common response chosen. Thus, in relation to the findings of Cunningham and co-workers, who demonstrated that a large percentage of the general population believed treatment was needed, the findings made here do not necessarily contrast theirs, as turning to a voluntary peer support organization also may be perceived as a treatment-seeking behaviour. Also, the findings of Cunningham and coworkers indicated that a stronger belief about problem gambling as a disease was related to a higher likelihood of believing that structured treatment would be necessary. 32 Thus, in the present finding, it cannot be excluded that attitudes to the gambling disorder condition may have affected responses. Those who opted for advising a professional treatment were more likely to have their own treatment experience, although not primarily for the present condition but rather, for any kind of psychological distress. Therefore, having personal treatment experience may be associated with a higher degree of describing problem gambling as a disease. One of the major findings of the present paper was the relationship between advising professional treatment and a personal history of having perceived psychological distress to a degree where one felt a need to seek treatment, and a history of having received a prescription for either medication or psychotherapy from a physician. Although it is hard to draw conclusions about the factors mediating these associations, it may be reasonable to believe that people with an experience of seeking or receiving treatment may be more prone to acceptand therefore also to provide others with a recommendation forformal treatment. Interestingly, however, as this question specifically addressed treatment for problem gambling, the advice for formal treatment was unaffected by whether the respondent had an own history of this specific condition, i.e. problem gambling. Here, further study and possibly more in-depth survey techniques may be needed in order to shed light on how the treatment needs for problem gambling are viewed by people with different types of other treatment history. It is possible that an individual who has received treatment for mental healthregardless of whether that was related to gambling or notmay more readily accept the picture of problem gambling as a medical condition, involving a certain degree of comorbidity with other types of mental health problems. 33 Although the group of problem gamblers in the sample was smaller, it could be demonstrated that in this group, specifically, those endorsing the professional treatment option were more likely to have a history of indebtedness. Thus, it may be argued that problem gamblers with a higher degree of consequences may be more likely to recommend a treatment option perceived as more institutional, rather than help-seeking outside of this formal system. Indebtedness is known to constitute one of the key consequences of a gambling disorder. Financial difficulties (and prior treatment experience related to gambling) predicted treatment-seeking in help-line callers in a US study, 29 which is consistent with the findings of the present study, although this study assesses treatment recommendations rather than one's own formal treatmentseeking. This is particularly interesting as the history of financial difficulties was not associated with a formal treatment recommendation in the overall study group, but specifically in respondents with a history of problem gambling.
Within the group endorsing one of the professional treatment options, it is of interest that a large majority recommended a health-care-based intervention rather than the social services, despite the study being conducted in a country where social services traditionally represent a very large share of the treatments provided for addictive diseases. It is also notable that health-care based recommendations were the most common choice, as the treatment responsibility for problem gambling is divided between two domains, the healthcare and social services, in the society. Previous research has shown that the choice for different kinds of treatment modalities may be related to the characteristics of the problem described. A US study demonstrated that patients with a gambling disorder were significantly more likely to receive treatment from social workers or psychologists if their condition was their primary diagnosis, and more likely to receive treatment from the medical sector if they had comorbid psychiatric diagnoses. 34 More remains to be understood about the reasons why a significant proportion of the general populationincluding individuals who screen positive for problem gamblingmay perceive problem gambling as a condition not primarily in need for a professional intervention and assessment, such as in the medical system. For example, this should be seen in the light of a gambling disorder being associated with high rates of psychiatric comorbidity 33 and severe complications including suicide. 1 It cannot be excluded that the large proportion of the respondents endorsing the non-professional helpseeking option, outside of the formal treatment system, may reflect a view on gambling disorder as a less serious condition with less severe complications than conditions typically seen in medical treatment systems.
The findings of the present study need to be seen in light of previous data describing the help-seeking process in problem gambling as complex, and involving a large range of potential help-seeking methods. 7 Here, in a study addressing the general population, where most respondents do not meet criteria of an own history of problem gambling, we assessed different institutions and peer support settings for potential treatment in an indirect manner, i.e. a number of potential options to which one could advise a friend to seek for a gambling disorder. Given the present design, the more detailed options included by Rodda and co-workers were not applied here. Clearly, further research may need to address both public beliefs and attitudes towards problem gambling treatment, as well as actual help-seeking steps taken by individuals with a gambling problem.
The results of the present study can be compared to the previous study of attitudes to treatment-seeking for alcohol problems in the same setting. In the alcohol study, like in the present one, a non-professional support group was the recommendation chosen by the highest proportion of respondents, in comparison to other treatment modalities such as psychotherapy, pharmacological treatment or residential treatment. Among the treatment modalities recommended, a clear majority chose addiction specialists or psychiatry over primary care or occupational health-care. Similar to the present study, few respondents would recommend a friend or family member to seek alcohol treatment in social services. 25 In contrast to the study addressing alcohol, occupational health-care and other types of primary health care were somewhat more commonly recommended for problem gambling than specialized addiction or psychiatric facilities. Although it is difficult to fully establish the reasons for this discrepancy, it cannot be excluded that a gambling disorder is perceived by the general population as a condition less likely to require specialized medical attention, as compared to an alcohol use disorder, thereby favouring medical treatment in a lower level of specialization, rather than the specialized addiction treatment. Also, problem gambling traditionally has not entered the medical sector to a large extent. 21 The present study has limitations, particularly caused by the fact that the survey addressed members of a web panel who are more likely to answer online surveys in different disciplines. In the present study, six percent of respondents endorsed the criteria of a lifetime history of problem gambling. This is lower than in previous studies from the same setting where the same instrument has been used, and with the same or a similar type of data collection, 35, 36 but likely corresponds more closely to the general population prevalence of lifetime problem gambling, reported to be around 3-4 percent in the Swedish general population, although measured with a different instrument. 37 Thus, the present study group may be skewed towards a somewhat higher degree of problem gambling and therefore, potentially, it cannot be excluded that individuals participating in a web survey panel, and who accept to participate in a study about gambling, may have other gambling patterns and other beliefs about gambling and gambling treatment than the rest of the general population.
Also, the conclusions drawn from the present study may be limited by the fact that this web survey contained relatively brief items, and for example, the format of the survey makes it difficult to examine the degree of gambling or problem gambling of the respondents, except for the established but brief screening tool used here for lifetime problem gambling. Thus, the current or recent gambling problems of respondents were not assessed. However, as the study addressed beliefs about treatment options, the background of respondents was assessed, such as their history of screening positive for lifetime problem gambling.
Likewise, it should be borne in mind that the respondents' attitudes and beliefs about where to advise a person to seek treatment may not necessarily translate into how people with an emerging gambling problem may actually choose to seek or not to seek treatment. However, common beliefs about whether gambling disorder is a condition in need of formal treatment and the level of care appropriate are factors which are likely to affect actual treatment-seeking patterns in the society, particularly where concerned significant others are involved in the treatment seeking process. Thus, although the present study does not assess actual help seeking, it may provide insights of importance to the provision of treatment with a high degree of availability and acceptability to the general population. Further research may need to examine how public attitudes to gambling and problem gambling treatment translate into actual treatment-seeking in individuals with a gambling problem. Also, beyond the purpose of the present study, research into the acceptability and patient satisfaction in different treatment modalities is likely to be key to the overall treatment success in gambling disorder.
Conclusions
Based on the assumption that the attitude of the general population towards treatment for a condition may affect treatment-seeking behaviour for that condition, the present study demonstrated that a large proportion of the general population would not recommend a professional treatment modality for problem gambling, but rather would prefer to recommend a peer support group. The view on seeking professional treatment was more favourable in younger people and in those having a history of receiving a prescription of some treatment for any kind of psychological distress. Also, lifetime problem gamblers with a history of indebtedness were more likely to recommend professional treatment. The present findings may help design assessment, referrals and treatment uptake for patients in need of gambling disorder treatment.
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